sulate the essence of both the problem and the solution.
Contrary to our self-perception, we can conceivably be viewed by others as a profession that is to a major extent preoccupied with the technical aspects of preventing or correcting the consequences of two diseases, caries and periodontal disease, both microbial infections that (at least in theory), are preventable, but, in any case, are declining in prevalence. No matter how well-argued the case against such a perception, it is difficult to make a compelling justification for restoring the proportion of gross-national-product dollars, or fraction of health-related budgets that their maintenance would take, let alone provide growth in dentistry. The more imaginative of our colleagues point to newly discovered 'diseases' that, if incorporated in a new definition of dentistry, constitute 'unmet The problem is not one of stagnation, but rather one of resistance to change, coupled with a less-than-eager attitude to be critical of what we or our colleagues do, why we do it, how well we perform, and ultimately, the very question of how much good we do by accepting our traditional role in the grand scheme of health-care provision. In these days of superspecialization, where not all restorative dentists are gnathologists, where not all orthodontists treat craniofacial anomalies, but some proclaim the TMJ to be their 'field' and multirooted teeth require the services of specialist endodontists, where indeed there is a move for the creation of a specialty of implantology (if only it could be resolved whether it belongs to periodontics, prosthodontics, or oral surgery), few are the voices within our ranks that question if all of this is necessary, or good for either the public's health or for dentistry. Instead, the curricula of dental schools are finding niches to include an ever-widening spectrum of hot new stuff, while in many cases still clinging to 'requirements' for graduation that insist on more items of certain procedures and products than the demand level in the population can support. After all, when we graduated, we had to do umpteen surfaces of amalgam, still more of gold and more dentures than there were semesters; how then can today's graduates be competent unless they do as much?
At least so goes the argument of some traditionalists to whom some deans feel that they must listen. Medical school graduates are not expected to be competent to pursue unsupervised independent practice immediately after graduation. Are dental graduates to be judged as competent merely on technical grounds, even if they may be unsure if a 'nucleotide' is a tidal wave produced by an atom bomb? My (regrettably, and through no fault of their own) exposed has been eloquently described in a recent editorial in this journal (Darvell, 1989) .
Clinical research is admittedly difficult to do well, but we not only have the innate ability to do this, but can also draw on the existing methodology developed for analogous problems in clinical medical research. There are methodological paradigms and established rules for assessment of the efficacy of treatments, the identification of risk factors, the cost-benefit and risk-benefit of clinical procedures, and so forth. Their application to dentistry is only just beginning, and still is questioned by some as a worthwhile scientific endeavor. It seems curious that for much of our history we have developed empirical treatments and clinical principles on nothing more than the collective conventional wisdom of clinicians, while being content to justify common practices 'post hoc', and all too often by indirect questionable inferences adapted from 'real' or 'basic' science. This state of affairs was in the past also a characteristic of medicine. However, their response to pressures for accountability, cost-effectiveness, and rationality have produced significant changes in priorities in education, research, and consequently, health care. Now it seems to be our turn to do likewise. This exhortation is definitely not an argument against the importance of fundamental investigation of biological processes. Bench research continues to be essential for unraveling the nature of mechanisms that underlie normal and abnormal processes. The plea is for the recognition of clinical science as an essential tool to direct teaching and the force to drive practice into a more enlightened, productive, and quite likely, a brighter future! Finally, why oral health rather than dentistry? Our historical origins are derived from the Anglo-American tradition of the 'barber-surgeons' who also performed tooth pulling and evolved their art and craft to include replacing missing teeth with dentures, and later became more refined as they also incorporated the jewelers' skills. A parallel evolution occurred in other European nations, where medical schools recognized early that stomatology is a specialty of general medicine. Thus, the European dentist was a doctor of medicine who received specialty training in the management of oral conditions. Admittedly, the duration of such an educational program was insufficient to render its product as technically experienced or adept as those who served a longer apprenticeship in the dental arts and crafts. For this reason, the English-speaking world, where dentistry was/is viewed principally as the provision of appliances, regarded the European stomatologist-dentist as being inferior. For many reasons, it is perhaps time for us to consider whether our future role may not better be defined according to the stomatological model. 'Dentistry' has a definitely 'toothy' ring to it, and conjures the vision of the practitioner who is a 'toothsmith' not unlike the blacksmith or plumber. 
